The cases described in the present report implicate fenbufen in causing an adverse reaction that presents as a florid rash followed by a severe, short lived reversible illness whose characteristic feature is a pulmonary eosinophilia.
Most patients tolerate endoscopic procedures well, although complications occur occasionally. Cardiopulmonary complications are the commonest and occur once in every 1600 investigations.' We found that 44% of patients who had endoscopic retrograde cholangiopancreatography became hypoxic., Factors that contribute to hypoxia include advancing age, preexisting lung disease, increasing intravenous sedation, and the diameter of the endoscope.4"We carried out a randomised controlled study to assess whether administration of oxygen intranasally prevents such hypoxia.
Patients, methods, and results
We studied 80 consecutive patients undergoing elective endoscopic cholangiopancreatography, who were randomised to receive intranasal oxygen or serve as controls. Pulse oximetry was performed during the procedure with an Oxyshuttle oximeter and Transend strip recorder (Sensorimedics) with the sensor attached to an index finger. Blood pressure was measured at one minute intervals with a Dinamap monitor. Patients lay supine for one minute to establish baseline values and then turned to the prone position. The throat was sprayed with local anaesthetic, and intravenous diazepam and pethidine were administered at doses left to the endoscopist's discretion. Endoscopy was started one minute later. Oxygen (4 5 1/min) was administered intranasally to the patients randomised to receive it as soon as they were prone. Age, weight, doses of diazepam and pethidine, and length of procedure were subjected to multiple regression analysis to determine predictors of hypoxia, tachycardia, and hypotension. The figure shows mean oxygen saturation in the two groups. At the start of endoscopy oxygen saturation in both groups fell sharply and then rose. Mean oxygen saturation was higher throughout the procedure in the patients who received oxygen. Oxygen saturation dropped below 90% for more than 60 seconds at some point during the procedure in 21 controls and four patients given oxygen (p<0-001, Fisher's exact test). In three patients (two controls and one given oxygen) it fell below 80%, but only one of these patients was cyanosed. These patients received naloxone.
No significant difference in pulse rate or blood pressure was detected between the controls and the group given oxygen, but those patients with oxygen saturations below 90% had a significantly higher pulse rate than those who were not hypoxic (p<005). Increasing age correlated with a lower oxygen saturation in both groups (group given oxygen p<0-01, r=0 512; controls p<001, r=0 464). Increasing dose of pethidine correlated with desaturation only in the control group (p<002, r=0 574). Body weight, length of procedure, and dose of diazepam given did not show a positive correlation.
Comment
Compared with gastroscopy endoscopic retrograde cholangiopancreatography poses several problems. Patients undergoing the procedure are normally older; a duodenoscope is larger than a gastroscope; the procedure is more complicated, is more unpleasant, and may take longer; heavier sedation may be necessary; and the patient is obscured by the x ray machine, making monitoring more difficult.
We found that hypoxia was common during endoscopic retrograde cholangiopancreatography and occurred within the first 15 minutes; tachycardia occurred during these hypoxic episodes, suggesting that the oxygen desaturation is clinically important. Oxygen desaturation associated with tachycardia can result in myocardial ischaemia in patients with borderline coronary perfusion.5 The hypoxia during endoscopic retrograde cholangiopancreatography was prevented in all but four of 39 patients given intranasal oxygen at a dose of 4 Lichen planus is a common condition of unknown aetiology. Oral disease is common, occurring in 30-70% of cases, but premalignant oesophageal disease is considered to be extremely rare'4 (only about 10 cases have been reported). Oesophageal disease may result in dysphagia'" and the formation of benign strictures.24 In view of the increased risk of malignant change with oral lichen planus'2 chronic erosive changes of lichen planus in the oesophagus may also be premalignant, although no such cases have been reported. We carried out a study to establish the prevalence of oesophageal lichen planus and to determine whether routine endoscopy would benefit all patients with the disease.
Patients, methods, and results
We selected for study all patients presenting to the dermatology department at this hospital with active lichen planus between October 1987 and May 1989. We excluded patients who were taking drugs that might produce oesophageal changes or reduce any such changes due to lichen planus and those who were unfit for endoscopy owing to cardiorespiratory disease. Altogether five women and 14 men aged 20 to 66 (mean age 44) were given an endoscopic examination by a single observer. Each patient was questioned about the duration of the disease and the presence or absence of any symptoms of dysphagia, dyspepsia, or regurgitation ofacid. An examination was performed to establish the type of cutaneous disease and whether there was any oral disease.
Four patients did not have any visible skin disease, 13 had papular lesions, one had hypertrophic lichen planus, and one had bullous lichen planus. Nine patients did not have any visible oral disease, three had Wickham's striae, four had white plaques, one had disease of the lips, one had minor erosive changes, and one had severe erosive oropharyngeal disease associated with dysphagia.
Five patients had oesophageal lichen planus, of whom four had subtle papular lesions (visible only in the lower third in three cases and throughout the whole oesophagus in one). These changes were different from those that occur in reflux oesophagitis in that superficial layers tended to strip off at biopsy. The patient with dysphagia had severe erosive changes in the whole oesophageal mucosa (figure). A study of the pH of the oesophagus showed acid reflux well within the normal range. Four ofthe five patients with oesophageal lichen planus also had oral disease. Histological examination of biopsy specimens of the oesophageal mucosa from the five patients showed submucosal lymphocytic infiltrates consistent with, but not diagnostic of, lichen planus' and quite different from changes induced by acid reflux. The patient with severe oesophageal disease showed a heavy infiltrate of polymorphs, lymphocytes, and plasma cells in the fibromuscular tissue underlying the necrotic areas.
Comment
We believe this to be the first study attempting to determine the prevalence ofoesophageal lichen planus. Though the numbers are small, these results suggest that the prevalence has been greatly underestimated previously: we found that a quarter of people with lichen planus have oesophageal disease. In oral lichen planus 0-8-10% of cases undergo malignant change.5 If these figures also apply to oesophageal disease a considerable group of people would seem to be at risk of developing carcinoma of the oesophagus, which might be prevented by early treatment. 
